need for children's psychiatric services (18) . But because of the private fee-forservice arrangements in the United States it is impossible to know whether similar patterns of use would be found in Canada where barriers to health care have been removed.
With these considerations in mind this paper addresses three aspects of the use of children's psychiatric services in Canada under National Health Insurance.
I) Class disparities in the utilization rates of children's psychiatric services are examined using data from a Canadian Regional 'Treatment Centre. A subsidiary issue is explored which concerns the presence of class differences in the age and sex distribution for this sample.
2) The proportion of antisocial and aggressive disorders found in this clinic sample, compared with estimates of the proportion of these disorders in the general population, provides one indication of the extent to which those children most in need of treatment are receiving it. t 3) The extent of unmet need for children's psychiatric services are estimated by comparing the treated prevalence of disorder for children 17 years of age and under in the Ottawa-Carleton region, with reports of the treated and true prevalence of disorder from other sources.
These data may provide some indication of this community's attitudes toward children's psychiatric services, reveal any gaps in the delivery of these services, and give some indication of the extent to which the community's needs are being met.
[Children with antisocial and conduct disorders. because of their high relative lncidence (17) and poor long-term prognosis (9.19) may. from a public health point of view. be thought of as most in need of treatment.
Subjects
The subjects of this investigation consisted of 96 children between the ages of 6.5 years and 12 years who have attended the outpatient, inpatient and day care facilities of the Royal Ottawa Hospital. As part of another ongoing project (4), eligible children were those who were English speaking, who fell within the age range, and who were referred by a participating psychiatrist during the period from I July 1975 to 30 June 1976.
Methods
Because of the low reliability of diagnostic categories (7), type of disorder was instead based on seven symptom types. These required a minimum of inference, were operationally defined (5) and are listed as follows: I) Manifest Depression, 2) Manifest Anxiety, 3) Somatic Concerns, 4) Impulsivity, 5) Hostility, 6) Antisocial Behaviour and, 7) Low Self-Esteem. These symptom types were each defined by a cluster or constellation of individual symptoms. The procedure for coding the presence or absence of the seven symptom types was standardized and, to determine the inter-rater reliability of these symptom types, two persons independently coded the same 36 clinical charts. The average proportion of agreement for the presence or absence of a symptom type was 92.4%. It should be noted that a child could have more than one symptom type.
The clinical records of each of these 96 children were examined and, in addition to coding, symptom data, age, sex, and father's occupation were also obtained. Social class ranking was constructed following Blishen (6) , and the subjects were grouped as high, middle, low, unemployed and welfare.
The treated prevalence of childhood psychiatric disorder in the Ottawa-Carleton region for the year 1975-76 was estimated in the following manner. The intake data from the three hospitals (The Ottawa General Hospital, The Children's Hospital of Eastern Ontario and The Royal Ottawa Hospital) with child and adolescent psychiatric services in the OttawaCarleton region were obtained. In addition, all child psychiatrists in private (non-hospital) practice were contacted and asked to provide the numbers of new cases seen during this oneyear period. The Census Bulletins of Statistics Canada (23, 24) were then consulted to determine the number of children between 2 and 17 years of age living in the OttawaCarleton region.
Results
It can be seen from Table I that the high social class families under-utilize these psychiatric facilities (x 2= 16.9, df= I, P < .001), whereas the middle and low social classes are found in roughly the same proportion as their numbers in the surrounding community. The unemployed are slightly under-represented but the welfare families are found at this hospital in 2.5 times their expected numbers (x? = 13.4, df= I, p< .001).
The next stage in the analysis was to determine if there was any systematic variation in the age and sex distribution according to social class. No differences according to sex emerged but, for the boys only, there was an association between social class and age; the higher the social class the younger the boy (r = .71, df = 7, p < .05).
With regard to type of disorders found, Figure I indicates that more than half of this sample of children show hostile and impulsive symptom types. On further analysis, 62 children or 64.5% were found to show antisocial and/ or hostile symptom types. There were no significant sex differences in the proportion of these symptom types shown (5).
The one-year total number of new child psychiatric patients between 2 and 17years of age seen at local hospitals and by reporting private psychiatrists is estimated at 1,387 for the Ottawa-Carleton Region. Correctingfor an increase of 6.3% since the 1971 census (23, 24) , this makes the oneyear treated incidence of psychiatric disorder for 2 to 17-year old children 0.95%.
For the sake of simplicity, if a one-year average duration of disorder is assumed, the incidence and prevalence are equivalent. * It should be recognized that the treated prevalence of .95% for this community would fall or rise in direct "The conversion of incidence to prevalence is obtained by the formula: prevalence = incidence x average duration of disturbance. • p < .001
tThese should be regarded as crude estimates. In order that the welfare group, which consists of families with dependent children only. be comparable with the census data which lists occupational categories for working males. the original census figures were corrected using only married males between 15 and 64 years. Without this correction, the percent of welfare families on the census falls to 4.79 (21, 22) . proportion as the average duration of disorder is a fraction or multiple of one year. This figure of .95% must be regarded as an estimate since it is not known how many patients have been counted twice because of their appearance in the same year at two different hospitals. Also, information was not available from all local private psychiatrists. And further, an unknown number of children may have received treatment by other professionals in nonpsychiatric settings. Still this figure can be compared with a treated prevalence of .68% for 10 to l l-year old children on the Isle of Wight (20) . For children under 18 years of age attending psychiatric clinics in Northeastern United States, the one-year rate of terminated cases is .42%.
Discussion
Class disparities in the use of the children's psychiatric service at this hospital were the reverse of those typically found under private fee-for-service arrangements. The higher social classes at this hospital were found to show a much lower rate of use than that usually reported by most American child psychiatry clinics (13, 14, 16) . Although possible, it does not seem likely that the difference between the American and Canadian data is due to a lower prevalence of disorder among the higher social classes in this community compared with American communities. This difference may be due to a different cultural ethic in which the option for children's psychiatric services has not achieved the same degree of acceptance in this community as in American communities. In line with this notion, it is also plausible that the Regional Treatment Vol. 23, No.5 Centre is seen as a long-stay psychiatric institution and so for some people a certain stigma may be associated with the possibility of treatment at this hospital. Still another possibility is that the nature of the referral system has determined the particular pattern found at this hospital.
In contrast to the low rates of use by the high social classes, welfare children were found at this hospital in two and a half times their proportions in the surrounding community. This is in keeping with reports (12) of the high relative rates of disorder among welfare children, and is also consistent with commonly held views of the high rates of disorder among the lowest social classes (3) . While it may be that the most marked effect of National Health Insurance has been to increase the accessibility of children's psychiatric services to welfare families, a caution must be noted. Comparative American data on the use of psychiatric services by welfare children are lacking (13, 14, 16) . Also, Canadian data on the use of non-psychiatric health services report the lowest rates of use among the lowest income groups, both before and after public health insurance (I).
Perhaps the best explanation for the low rates of use of these services by the high social classes, and the high rates of use by welfare families lies in the nature of the referral system. Although data on this issue are presently lacking, it may be that welfare families more commonly than other classes, receive school and community agency referrals to this hospital, whereas the higher social classes more commonly obtain private referrals to the psychiatric department of the local pediatric hospital (The Children's Hospital of Eastern Ontario).
Consistent with the results of McDermott et al. (15) , the age at referral for boys in this sample increased as social class fell from high to low. If this can be assumed to be a general occurrence, it would have important public health implications. There is some evidence, in accord with clinical experience, that severity of disorder and duration of disturbancett at the time of referral is inversely related to improvement in treatment (8, 13) . It is reasonable to suppose, that other things being equal, the older the child at the time of referral, the longer the duration of illness and hence the more severe and the more resistant to change, the disorder. The implication of these findings for referral practice, especially for the lower social classes, is that parents, teachers and others should be educated to bring their children in for treatment at the earliest signs of disturbance when the disorder is likely to be least severe, and the chances of a successful outcome greatest.
Almost two-thirds of' this sample of children were found to show antisocial and aggressive disorders; this is in keeping with the high rate of these disorders in the general population (17) . These data also suggest, that by the criteria used in this paper, the majority of children receiving treatment are those thought to be most in need of it.
Although the treated prevalence of disorder for children under 17 is higher than comparable reports from other sources, even a conservative estimate of the true prevalence of childhood psychiatric disorder (estimates (20) range from 5-25%) makes clear the vast numbers of disturbed children receiving no treatment at all. How much of this is due to a lack of psychiatric services and how much reflects attitudinal and other non-economic factors that may impede health-care seeking behaviours remains to be investigated further. It is clear, however, that free medical care alone is not sufficient to bridge the gap between the estimated true prevalence and the estimated treated prevalence of childhood psychiatric disorder.
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Summary
This paper examines three aspects of the distribution and use of children's psychiatric services in Canada under National Health Insurance. These are: I) Class disparities in the utilization rates of these services; 2) The extent to which those children most in need of treatment are receiving it; and 3) The extent of unmet need for psychiatric services for children 17 years of age and under in the OttawaCarleton region.
The subjects of this investigation were 96 children between the ages of 6.5 and 12 years who have attended the Children's Services at the Royal Ottawa Hospital.
The results indicate that class disparities in the distribution of services were the reverse of those typically found under private fee-for-service arrangements. The high social class had the lowest proportionate use and the welfare classes the highest. In addition, there was a significant association between social class and age for the boys only; the higher the social class, the younger the boy at the time of referral.
Almost two-thirds of this sample were found to have antisocial and aggressive disorders. Consistent with estimates of the high rates of these disorders in the general population, this suggests that a proportionate number of those children most in need of treatment are receiving it.
For children 17 years of age and under, the one-year treated prevalence of disorder in the Ottawa-Carleton region was estimated to be .95%. Though higher than reports from other sources, it is clear that free medical care alone is not sufficient to bridge the gap between estimates of the true prevalence and treated prevalence of childhood psychiatric disorder.
These findings are discussed in terms of the importance of non-economic factors as determinants of the distribution and use of children's psychiatric services. As well, the importance of referral practice, especially for the lower social classes is commented upon. Finally, suggestions are made for further research.
Resume
Dans cet article, on traite de trois aspects de la distribution et de I'utilisation des services psychiatriques pour enfants au Canada dispenses so us l'egide de l'As- A peu pres les deux tiers de l'echantillon presentaient des desordres d'ordre antisocial et agressif. En accord avec les previsions de taux eleves de ces desordres dans la population en general, ceci suggere qu'un nombre proportionnel d'enfants ayant Ie plus besoin de traitement en receive.
On a estime a .95% la prevalence d'un traitement d'une duree d'un an pour les jeunes de 17 ans et moins de la region d'Ottawa-Carleton, Merne si ces chiffres sont plus eleves que ceux provenant d'autres sources, il est clair que la gratuite des soins medicaux n'est pas suffisante pour expliquer la difference entre les previsions d'une vraie prevalence par rapport ala prevalence traitee des maladies psychiatriques de I'enfant.
On discute ces resultats en montrant l'importance des facteurs non-econorniques comme determinants de la distribution et de l'utilisation des services psychiatriques pour enfants. On com mente aussi sur I'importance de diriger en traitement tout particulierernent les classes sociales pauvres. Finalement, on emet des suggestions en vue de futurs travaux de recherche.
